13 peristalsis so marked. It is in the type of emptying, however, that the difference between the two conditions is most evident. Frequently during the first two hours there is less emptying than in a case of stenosis, and at this time stasis may be complete, as in the case already mentiorned. If the examination is continued to four hours after the feed, it will be found that the stomach, which for two hours has held up the meal, will quite suddenly begin to empty quickly, and before the examination is completed all the barium will have passed through the pylorus (fig. 2) . This temporary delay, followed by a rate of emptying which is normal or rather more rapid than normal, completely rules out the possibility of stenosis at the pylorus.
S6me authorities have said that pylorospasm as a clinical entity does not occur, but there is abundant evidence to hand that, while in a case of pyloric stenosis there may be some superadded spasm at the pylorus, nevertheless pylorospasm certainly does occur as a separate condition, and further that it is not an early stage of pyloric stenosis. Two of the cases of pylorospasm at the Children's Hospital, Birmingham, have come to post-mortem examination, and it has been possible definitely to establish the fact that there was no pyloric stenosis and also that there was no other organic lesion. In view of the difficulty in separating the two conditions clinically, and in the absence of radiographic examination, it seems probable that many of the cases of " pyloric stenosis " treated successfully by medical means were in reality cases of pylorospasm. That in stenosis there may be superadded spasm is possibly illustrated by one of the cases examined, in which quite half the meal had passed the pylorus in three hours. The child had been treated medically previous to admission but without success, and at the time of examination was very ill. He was suffering from the diarrhoea which in these cases precedes a fatal issue. In this case operation was refused. The child died and the post-mortem examination proved it to be a definite case of pyloric stenosis. An explanation as to why so much of the meal had left the stomech in three hours seems to be that while the child was so desperately ill the pylorus offered no more obstruction to the passage of the meal than was actually caused by the stenosis, "and the reason for the more marked degree of stasis in similar cases where the child is not so ill is that there is some superadded spasm at the pylorus.
The points I wish to emphasize are:-
(1) The radiological examination is a valuable method of confirming the diagnosis of infantile pyloric stenosis and should be made whenever possible.
(2) It is possible, radiologically, to distinguish between pyloric stenosis and pylorospasm.
(3) It is essential to make observations on all cases for at least three, and preferably four, hours.
(4) The radiological examination is not followed by any untoward result.
In conclusion I wish to thank Dr. Parsons for allowing me to make use of his cases to illustrate this paper, and for his help on many occasions. POYNTON, HIGGINS and BRYDSON, Lancet, 1924, i, p. 215. [5] STRAUSS, A. A., Tourn. Jmer. Med. Assoc., 1918, lxxi, p. 807. Two Special Uses of Ordinary Electric Currents.
By JAMES MENNELL, M.D. I CHOSE the two points that I propose to raise because they seem to me to be so essentially on the border-line between the more specialized branches of the work of your Section and my own work.
There are, of course, countless ways in which electrical treatment can help those who deal more particularly with other forms of physical treatment, and perhaps it is pardonable to say that the reverse is also true; there are many ways in which we can help, even though the more important place in treatment must be by electrical methods.
We have an enormous mass of ground to cover that is common to both of us, and I have always felt that the more we learn of each other's work the better it will be for our patients. I think you will find that the greatest trial of all who deal with physical treatment, whether by electrical or by other means, is that we are considered in many respects as the last resource of the destitute, and our departments tend to be used as the dumping ground for the hopelessly incurable elsewhere. Personally, I never resent this, as, although all too frequently we are unable to cure, we are able to alleviate when all others have failed; and this alleviation brings with it a gratitude from the patient which often exceeds that which we receive when, in more fortunate circumstances, we are able to cure.
(I) FIBROSITIS.
One complaint of this type is what, personally, I refer-to as fibrositis, though cases afflicted in this way are most commonly sent to me described as suffering from muscular rheumatism or neuritis. I need, of course, hardly point out to you that any discoverable septic focus must be eradicated if we wish to cure, such, for instance, as septic tonsils, septic teeth; and-a point I have only learnt from our colleagues at St. Bartholomew's during the last few months-a septic focus in the cervix. But even if every possible avenue has been explored there remain a vast number of cases in which, in our present state of lamentable ignorance, we are unable to trace out the cause.
The sufferings of these patients may be very acute. They are always prolonged, and the disability, even apart from physical pain, is not infrequently distressing. By bitter experience, I have learnt to look for these painful deposits in various definite localities. Why they form there I can only hazard a conjecture, but with only slightly varying regularity they seem to appear in situations in which muscle fibre is passing over into aponeurosis. They may, of course, appear anywhere, but the pain referred to by the patient exhibits an amazing regularity in its distribution.
Starting from above downwards these deposits may be found directly under the scalp, though they seem to be rare except in the temporal region and over the occipital bone. We find them next deep in the muscles of the neck close below the occiput, and then not usually until we reach the level of the third and fourth cervical vertebrae. Though they mav occur in any part of the erector spine below this, usually near the outer margin of the muscle, they are comparatively uncommon until we reach the lower border of the twelfth rib, and then we seem to skip again to somewhere about the level of the sacrum. Those in the cervical region are very frequently to be found in patients who complain of occipital neuralgia or headache; those over the sacrum produce symptoms usually attributed to lumbago; those in the angle formed by the twelfth rib and the outer border of the erector spina produce the curious story that a patient can get up, dress, leave the house, and set. out to walk in perfect comfort, but after having travelled two or three hundred yards he begins to suffer pain which, if he perseveres, effectually prevents him from proceeding further. He then has to sit down or stand quite still, perhaps holding on to the palings, for a few minutes, before he is able to proceed again.
Another favourite spot is near the insertion of the levator anguli scapula. For some reason I am quite unable to explain, this is frequently to be discovered in patients who complain of musculo-spiral neuritis. In cases of median neuritis, you will constantly find these fibrositic deposits between the body of the scapula and the chest-wall, while pain down the inner side of the arm is usually associated with a deposit which you can best discover by placing the hand on the opposite shoulder, then pressing in deeply against the chest-wall at the base of the spine of the scapula. Associated with this, as a rule, is an intensely sensitive spot in the third intercostal space in the mid-clavicular line.
It is wearisome to mention all the other places where these deposits may be found. I would therefore only mention three: one, near the front extremity of the ninth or twelfth rib, the former being constantly mistaken as a sign of chronic indigestion. Then there is the gluteal region, not at the crest as is usually taught, but some two fingers' breadth below it and near the great sacro-sciatic notch.
These deposits are of importance because they are the fons et origo of what is usually called sciatica.
Then, finally, I would mention deposits in the calf of the leg immediately behind the posterior border of the tibia, as pain from this source is so often confused with the pain of arthritis of the knee. Constantly I have seen patients who have been receiving treatment for the latter, with no benefit for weeks, or it may be months, who have been relieved in a fortnight when these spots are adequately dealt with.
The remedies to rely upon are three in number. The first is drink, and I believe lack of adequate fluid intake to be the commonest cause of the presence of these deposits. Constantly you will find these patients give a history of an intake of fluid of perhaps a pint or a pint-and-a-half a day. The second remedy is heat, though this is useless, or at best palliative, by itself.
There was once a time when these deposits were excised. Tnose under the scapula have been found, I believe, to be calcareous; but, in the recent state, I gather that they are deliquescent crystals which have lost their crystalline character before they can be examined under the microscope. The only satisfactory method of dealing with them, so far as I know, if you really wish to eradicate them, is by deep friction. But we must emphasize the word "deep"; no ordinary massage has any effect on them whatsoever.
In many cases the spots are far too sensitive to allow of this treatment, and occasionally even heat will accentuate the symptom$. I know little of the effect of diathermy on them, but ionization here finds a definite place, though only if used with a special technique. When I began to deal with these cases in bulk, I could not fail to recognize that our predecessors, who were so familiar with what they referred to as suppressed gout (which I take it is the same complaint), invariably recognized the value of counter-irritants, usually in the form of blisters or the actual cautery. For obvious reasons these two remedies rendered subsequent treatment by frictions impossible for a considerable time. One realized, of course, that with a galvanic current it is possible to blister a patient, and I conceived the idea that if we could manage to pass a current locally over one of these spots with sufficient intensity, so as just to fall short of actual blistering, we should become possessed of a very valuable form of counter-irritation. This led to the adoption of a definite technique, which was worked out stage by stage at the B.R.C.S. clinic in Kensington.
The point of maximum tenderness is discovered by palpation. Around it on the skin we used to draw a very thin circle of vaseline, the size of the circle varying, but rarely exceeding an inch in diameter or about the size of a shilling, though the size of the hole varies from that of a threepenny-piece to that of half-a-crown. Latterly we have discontinued the use of the vaseline. We then cut a corresponding hole; in a sheet of double-sided mackintosh, though if this is not available it is important to use vaseline round the edge of a hole cut in jaconet. The hole in the insulating material is then placed over the spot already marked out on the patient. Care must be taken that the edges of the ionizing pad do not protrude beyond the outer limit of the mackintosh, and that there are no jagged edges round the hole. Taking scrupulous care to get an absolutely flat surface in contact with the patient, we cover this hole and surrounding mackintosh with the ordinary large ionizing pad, which is soaked in warm tap water. We use twenty-four layers of lint or sixteen of towelling, and greatly prefer the latter. Any convenient spot is selected for the neutral pad, which is usually large, though two discs, as we call them, can be applied at the same time, e.g., one on each side of the patellar ligament or upon opposite shoulders. It seems to be immaterial which pole is used for "discing." On the whole I favour the positive, and the current is passed in the ordinary way. Thus, through a hole an inch in diameter, in favourable circumstances, we advance to giving the patient anything up to 40 milliamperes for twenty-five minutes, though in one case we reached 50. The usual current employed is from 15 to 30.
Needless to say, this is not a treatment to play with, as the eye must never leave the galvanometer: but it is often efficacious when, so far as I know, all other remedies fail-even diathermy. There is, of course, no need to remind you of the use of the galvanic needle, but I think you will find that this process of`discing" will render it unnecessary as a rule.
(II) (EDEMA.
The other point which I thought might be of interest is a brief exposition of my views on massage as a remedy for cedema, generally speaking from whatever cause, except during the early stages after fracture.
You all know how widespread is the belief in hand massage in the treatment of cedema. I do not want to belittle the value of this massage, but I am compelled to say that as a means of getting rid of cedema I have found it very disappointing. So much so is this the case that I have now almost entirely given up the prescription of hand massage for this type of trouble and have adopted what appears to be a much more rational line of treatment. When we remember that cedema is due to lack of adequate circulation of the lymph, and that in ordinary life the flow of lymph is maintained by voluntary muscular contraction, the rationale of what I propose will become evident. We wring out one towel in tap water, and bandage it tightly, say, from ankle to knee, generally using a cotton elastic bandage. Underneath the bandage, and over the towel, we apply a gauze electrode, a hand's breadth in thickness, all round the limb just below the knee. We then wring out a second towel, and bandage it in the same way from just above the knee as high as we can up the thigh; and we usually apply the largest size plate electrode to be found over the front of the thigh. We then connect up the electrodes with a faradic coiL and surge the faradic current as strongly as the patient can tolerate.
Compared with the results obtainable by hand massage the results of this treatment are often very striking. All it means, of course, is that we are causing the muscles throughout the limb to contract and relax underneath an inextensible skin; and, if you care to try it, I think you will find that the effect on the lymphatic flow will far exceed expectation.
It will be realized, of course, that the technique of applying the pressure is subject to endless variation according to the part we propose to treat. I would only say that it is essential that the proximal bandage should, if it is possible, extend well above the highest level of the cedema.
Dr. A. B. FRIEL read a paper entitled "Zinc Ionization in Relation to Chronic Otorrhoea."
